Introduction
Behavioural risk factors such as smoking, unhealthy diet, risky alcohol consumption and physical inactivity are the main modifiable risk factors for prevention of chronic conditions which nowadays account for just >60% of the overall global burden of disease, rising to an expected 80% by the year 2020. 1 Two-thirds of the population visit their family doctor/GP at least once a year and 90% at least once in 5 years. 2 Therefore, primary health care is a suitable setting for interventions to identify and reduce behavioural risks factors and recommend preventive activities (including immunizations, screening for cardiovascular risk factors and cancer and counselling). The European definition of general practice/family medicine published by WON-CA Europe in 2002 emphasizes the role of GPs in prevention, listing one of the core competences of the family doctor as the promotion of health and well-being by applying appropriate strategies. 3 In a patient-centred approach, patients become important partners in medical care. When risk behaviours are viewed as a balancing act on the part of the patients, it becomes easier to appreciate that many patients take risks not because of ignorance but after weighing rewards against risk. 4 When clinicians counsel patients about any behaviour risk, the appropriate focus of discussion and the patients' receptivity can depend on patients' readiness to change. According to the trans theoretical model, 5 if an individual does not plan to change his/her behaviour, there will be no motivation to change. However, if a person is motivated to change his/ her behaviour, there are specific principles and processes of change that can be applied during certain stages of change if progress through the stages is to occur.
The differences in structure and organization of primary health care in European countries are associated with a large variation in the degree of involvement of GPs in preventive activities. 6 Previous research about the role of GPs in prevention and health promotion has concentrated on specific topics such as attitudes to and involvement in health promotion and lifestyle counselling and GPs' perception of their ability to modify patients' behaviour. 7, 8 A survey carried out among >2000 European GPs showed that significant gaps persist between GPs' knowledge and their practice in the use of evidence-based recommendations for health promotion and disease prevention in primary care. 9 The Commonwealth Fund International Health Policy Survey, which took place from March to May 2004 in five countries (Australia, Canada, New Zealand, the UK and the USA), showed an overall lack of emphasis on prevention. At least half of adults in each country said that their doctor did not send reminders and had not recently provided advice or counselling on weight or exercise. 10 Local studies carried out in some European countries concluded that patients are infrequently reminded of important lifestyle-related risk factors and that some patients are unaware of their unhealthy lifestyles. 11, 12 For preventive interventions in general practice to succeed, patients' points of view must be taken into account in addition to those of GPs. 13 The aim of this study was to explore patients' views and beliefs about the importance of lifestyle and preventive interventions, to assess their readiness to make changes to their lifestyle (diet, physical activity, smoking and risky alcohol consumption) and to assess their willingness to receive support from GPs.
Methods

Sample
The EUROPREVIEW study consisted of a crosssectional survey in 22 European countries (Austria, Belgium, Croatia, Cyprus, Finland, France, Germany, Greece, Hungary, Ireland, Italy, Lithuania, Malta, The Netherlands, Poland, Portugal, Slovakia, Slovenia, Spain, Sweden, Georgia and Turkey) conducted by EUROPREV-the European Network for Prevention and Health Promotion in Family Medicine/General Practice (www.europrev.org). Within each country, a national coordinator selected at least 10 practices from a list of GP trainers, colleges or University Departments. Each practice was asked to select 40 consecutive patients stratified by sex and age as follows: 10 males and 10 females aged 30-49 years (inclusive), 10 males and 10 females aged 50-70 years (inclusive), respectively.
Patients who visited the practice for any reason between September 2008 and September 2009 were eligible to be interviewed. Data collection was self-administered. GPs or research assistants (including nurses and trainees or medical students) checked the questionnaires to ensure completeness.
Patients were selected from primary care practices when attending GPs' consultations during different days of the week and from >1 week in a month if necessary to reach the estimated sample size. Patients i169 Attitudes toward preventive services and lifestyle from the list of the GP investigator at national level were excluded to avoid potential biases.
Questionnaire
A structured questionnaire was originally developed by the researchers in English and then translated, back-translated and culturally adapted from English into the different languages of the participating countries (except for Ireland) prior to its use in the study.
The questionnaire contained four sections (see supplementary material online). The first one was designed to obtain data on socio-demographic and clinical characteristics. The second part looked at the lifestyle of patients seeking information on their eating habits, physical activity, smoking and alcohol consumption and also regarding screening for cervical and breast cancer in women. The third section gathered information on patients' stage of change: their perceived importance and awareness of the need to change and their readiness and confidence in their ability to make changes in diet, physical activity, body weight, smoking and alcohol intake. Information was also gathered on patients' perceived importance of, need for, suitability of and confidence in being able to undergo blood pressure, blood glucose and serum cholesterol checks, together with flu vaccination, cervical smear and mammography (these last two for women only). The patients' views on the optimal interval for screening for risk factors and willingness to receive advice from GPs were also assessed. The fourth part of the questionnaire collected information about the care provided by participants' family/general practice team. Patients were asked if their GP team had ever initiated a discussion on disease prevention and if they would like to receive advice and support from their GP team on the matter.
The questionnaire was piloted in each country with 10 patients who did not take part in the final sample.
Moreover, a specific short questionnaire was designed for the national principal investigators to gather relevant information regarding health services characteristics from the participating practices and countries.
Data entry
A specific secure web page was developed with all the items included in the questionnaire in each different language, and online data entry was carried out by a person specifically employed and trained for the study with the country language as his/her mother language.
Statistical analysis
Considering that a previous study showed that the percentage of patients who did not receive reminders for preventive care varied between 49% and 62%, 10 it would be reasonable to assume that the estimated true proportion could be of 0.5, adopting the most conservative option. Therefore, taking an estimated proportion of patients who do not receive reminders as 0.5, the maximum acceptable difference of 0.05 and an alpha error of 0.05, the required sample size calculated per country (assuming 10 GPs per country taking care of a population of 2000 patients per GP on average) was of 380 patients (8360 for 22 European countries).
All statistical analyses were done in the EURO-PREVIEW Patient Study coordinating centre using the STATA statistical software (Version 9.2), which allows the inclusion of clusters (practices) and strata (countries) in the specifications of the model for complex surveys, taking into account the design effect in data analysis.
Countries were considered as strata and practices as clusters. Post-stratification weights defined by sex and age per country were applied using the EUROSTAT database (http://epp.eurostat.ec.europa.eu). Mean and percentages and 95% confidence intervals (CIs) were used to describe the continuous and categorical variables. Comparisons by sex were performed using survey analysis tools to estimate the difference between means (lincom test) and to compare categorical variables (Pearson's chi-square).
Analysis focussed on the views of patients (importance, awareness, readiness and confidence) regarding changes in lifestyle, specifically for tobacco, alcohol, eating habits and physical activity and on the views of patients on the optimal intervals for screening for cardiovascular risks factors/cancer and for receiving vaccination.
A P-value of <0.05 was considered to be statistically significant and borderline when it equals this value.
Results
Participants were interviewed in 224 primary care practices from 22 countries in Europe (Fig. 1 ). The recruiting time per country ranged from 3 months to 12 months, with the mean being 7 months.
Overall, 45% of the practices were situated in an urban area, 32.5% in a rural area, 22.5% in a mixed area and 4.5% in hospitals (with the latter still being primary care practices although physically located inside hospitals). A total of 80% of the practices were public, 60% were teaching and 71.5% had electronic medical records. The average of hours worked per week per GP was 37.67 (SD 5.58), and the average of patients seen per week per GP was 151.43 (SD 68.40).
A total of 60 participants were excluded from the analysis because either they had missing data for gender or the age was out of range. The analysis was based on the remaining 7947 participants (52.2% females and 47.8% males).
Family Practice-The International Journal for Research in Primary Care i170 Tables 1 and 2 depict patients' demographics as well as clinical characteristics by sex. Men have significantly higher percentages of unhealthy habits than women. The prevalence of elevated blood pressure, glucose, cholesterol and myocardial infarction/angina is also significantly higher in men than women. On the other hand, the conditions of anxiety and depression are significantly more prevalent in women than in men.
The views of patients regarding changes in lifestyle, specifically for tobacco, alcohol, eating habits and physical activity, are shown in Figure 2 . Patients considered that it is important or very important for health to improve eating habits (91.1%, 95% CI 89.9-92.3), undertake physical activity (87.2%, 95% CI 85.8-88.6), quit smoking (87.5%, 95% CI 85.7-89.0) and use alcohol safely (83.7%, 95% CI 81.7-85.7). Risky drinkers think they need to change their lifestyle less than patients with other unhealthy habits and also they are less likely to request advice or discuss with their GPs. Only 30.5% (95% CI 26.9-34.3) of risky drinkers think they need to change, as opposed to 63.6% (95% CI 59.4-67.6) of smokers, 73.5% (95% CI 68.6-78.2) of patients with unhealthy eating habits . Once patients accept they need to change, differences are not so obvious with regard to having plans to change or in being confident that they can change (50% of patients). Table 3 shows the views of patients regarding the optimal interval for screening for cardiovascular risk factors and cancer and for vaccination. About 75%, 66% and 63% of the patients without a diagnosis of hypertension, diabetes or hypercholesterolaemia, respectively, think that blood pressure, blood sugar and serum cholesterol should be checked yearly. Most patients think they should be screened for all risk factors and vaccinated against influenza on a yearly basis or more often. Regarding cancer screening, 80% of women think they should be screened with the cervical smear test yearly or every 2 years and 72.8% of women aged 30-49 years think they should be screened with mammography also yearly or every 2 years.
Discussion
The results of the EUROPREVIEW survey should concern all primary care professionals and health policy makers, as they show the perception of patients attending primary care practices in Europe regarding changes in lifestyle and their views of screening for cardiovascular risk factors and for cancer.
Our results show that alcohol drinkers (as opposed to smokers or patients with other unhealthy habits) do not see, or fail to admit, that alcohol use is a risky habit that needs to be changed. Less than one-third of risky drinkers would like to receive advice concerning alcohol intake from their GPs. It seems that patients are much more conscious about the risk of tobacco, unhealthy diet or sedentary lifestyle than the risk of alcohol. Other studies have reported that patients who screen positive for alcohol misuse will deny that they misuse alcohol or will not be interested in discussing or changing their drinking habit when the issue is raised. 14 Contrary to this stereotype of denial, another study supported the notion that greater readiness to change was significantly associated with greater severity of alcohol misuse. 15 Also, patients reported that they had received less advice (in a discussion initiated by GPs) for alcohol than for tobacco, diet and physical exercise. Fear of disturbing the relationship with the patient is an often mentioned barrier to giving advice on alcohol consumption. 16 In a study regarding lifestyle advice in the USA, advice concerning alcohol (reported by 16%) was also less common than advice on smoking (49%), exercise (47%) and eating habits (45%). 17 In another study done in Sweden, only 18% of patients reported that they had received advice at least in one area, with a 4-fold variation between the most common type of advice (exercise in 16%) and the rarest type (alcohol in 5%). 18 The view of patients that GPs initiated a discussion on smoking in 63% of cases, eating habits (59% of cases) and physical activity (55%) shows some correlation with the views of GPs in Europe as surveyed by EUROPREV in 2000. 9 Then GPs had declared that they advised smokers to quit in 61%-71% of cases and counselled overweight and sedentary patients in 59%-62% and 54%-57% of cases, respectively. However, in this study, patients identified as risky drinkers said that their GPs had only initiated a discussion of their alcohol use in 42%, while in the EUROPREV study in 2000 doctors said they would advise heavy drinkers to reduce consumption in 57%-64% of cases. Thus, while patients and doctors seem to agree regarding the frequency of discussions between them on smoking, healthy eating per weight and physical activity, patients seem to have a more negative viewpoint on how often doctors give advice on alcohol use.
Most healthy patients without a diagnosis of hypertension, diabetes mellitus or dyslipidaemia still think that cardiovascular risk factors (especially blood pressure) should be checked yearly or more often. Although there is high certainty that the net benefit of screening for high blood pressure in adults is substantial, evidence is lacking for the recommendation of an optimal interval for screening adults for hypertension. The seventh report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (JNC 7) recommends screening every 2 years in persons with blood pressure <120/ 80 mmHg and every year with systolic blood pressure of 120-139 mmHg or diastolic blood pressure of 80-89 mmHg. 19 The optimal interval for screening for lipid disorders is uncertain. On the basis of different guidelines and expert opinion, one reasonable option is to do so every 5 years, with shorter intervals for people who have lipid levels close to those warranting therapy and longer intervals for those not at increased risk who have had repeatedly normal lipid levels. 20 Also, the optimal interval for screening for diabetes is not known. The American Diabetes Association, on the basis of expert opinion, recommends a 3-year interval. 21 More than 80% of women think they should be checked for cervical cancer yearly or every 2 years. However, old and newly revised guidelines recommend Pap test screening every 3 years for women age >30 years. 22, 23 These findings reflect overuse of Pap test screening, which is expensive for the health care system and may result in unnecessary follow-up testing and increased risk for colposcopy-associated illnesses and adverse birth outcomes as well as distress for patients. 24 Our results are consistent with overuse of Pap testing reported by women in the USA, although more recent studies suggest that women are receptive to being screened less often after a negative Pap test result. 25, 26 The EUROPREVIEW survey also showed that 43% of women aged 30-49 years thought that screening for breast cancer should be done yearly or more often and that 30% felt that screening should take place every 2 years. The US Preventative Services Task Force recommends that women <50 years should not undergo routine mammography and that women aged 50-74 years should have a mammogram every 2 years. 27 This recommendation is a direct challenge to the strong message from massive campaigns women in some countries have Family Practice-The International Journal for Research in Primary Care i174 been receiving for two decades that they should have yearly screening starting at the age of 40 years and also is reflected in the results of our study. Other studies also have found that opportunistic mammography screening in excess of the recommendation is common and persists despite explicit advice about recommended screening frequency. 28 The study has some limitations that should be mentioned. Lifestyle habits were self-reported by patients and could thus be inaccurate or biased. The most common problems could be under-reporting of their actual lifestyle or under-reporting of the advice given at their last practice visit, either because of the sensitivity of some of the lifestyle areas or due to forgetfulness. For example, patients may find it hard to quantify the extent of their alcohol drinking as alcohol units are less tangible and more difficult to calculate than, for example, the number of cigarettes smoked.
Primary care teams that took part in the study were selected based on an expression of interest. Hence, these may have been more interested and motivated to address lifestyle risk factors compared to other teams and also may have not provided a representative sample of patients in each country.
The generalizability of the results could have been influenced by the participation rate of those invited. Unfortunately, the relevant data were recorded in only 11 countries, with the mean participation rate of these countries being 90.7%.
Another limitation is that sample size in some countries did not reach the estimated size of 400 patients per country. Consequently, precision of the estimates in these countries might be affected.
On the other hand, an important strength of the EUROPREVIEW survey is that it was a multinational survey following one protocol and using standardized methods.
In conclusion, this study raises a number of health promotion and prevention issues of interest to primary health care providers. A high proportion of patients attending primary care with unhealthy lifestyles (especially risky drinkers) do not perceive the need to change their habits, and about half the patients reported not having had any discussion on these topics with their GPs or primary care team. Further studies are needed to investigate the reasons behind these results so that suitable strategies may be devised to tackle them. Health professionals should be conversant with the recommended testing intervals for cardiovascular risk factors and for screening for cancer in order to better educate patients in the judicious use of such tests.
